ABSTRACT
Objective To assess the perceived readiness of Medicaid and Children's Health Insurance Program (CHIP) enrollees to use information technologies (IT) in order to facilitate improvements in the application processes for these public insurance programs. Methods We conducted a concurrent mixed method study of Medicaid and CHIP enrollees in a southern state. We conducted focus groups to identify enrollee concerns regarding the current application process and their IT proficiency. Additionally, we surveyed beneficiaries via telephone about their access to and use of the Internet, and willingness to adopt IT-enabled processes. 2013 households completed the survey. We used χ 2 analysis for comparisons across different groups of respondents. Results A majority of enrollees will embrace IT-enabled enrollment, but a small yet significant group continues to lack access to facilitating technologies. Moreover, a segment of beneficiaries in the two programs continues to place a high value on personal interactions with program caseworkers. Discussion IT holds the promise of improving efficiency and reducing barriers for enrollees, but state and federal agencies managing public insurance programs need to ensure access to traditional processes and make caseworkers available to those who require and value such assistance, even after implementing IT-enabled processes.
Conclusions The use of IT-enabled processes is essential for effectively managing eligibility and enrollment determinations for public programs and private plans offered through state or federally operated exchanges. However, state and federal officials should be cognizant of the technological readiness of recipients and provide offline help to ensure broad participation in the insurance market.
BACKGROUND AND SIGNIFICANCE
The Affordable Care Act (ACA) of 2010 has mandated the establishment of online health insurance exchanges, allowing consumers to enjoy 'one stop shopping' for both public and private insurance coverage. 1 Several states have opted to create and run their own or partnership exchanges, and the federal exchange remains an option for citizens of other states. The use of electronic application processes within state or federal exchanges is expected to facilitate the routing of applicants to the appropriate health program and enable rapid and efficient processing of applications, as well as electronic verification of income and citizenship. However, expanded insurance enrollment through online exchanges, as envisioned by the ACA, depends on the effective use of information technologies (IT) by families seeking coverage. Additionally, as all states are modernizing their Medicaid and Children's Health Insurance Program (CHIP) application processes, 2 consumers applying for coverage in these programs through traditional means will also need to be IT savvy in order to navigate the application process and enroll successfully. Thus, although health IT can facilitate patient empowerment and increase access to care and satisfaction, [3] [4] [5] consumers need to have not only access to IT and the ability to use it effectively, 6 but also a willingness to use it.
There are many reasons to believe that IT can improve the application process and programmatic satisfaction for Medicaid recipients in particular. It is well established that Medicaid participation rates are well below 100%. 7 Enabling consumers to apply online may increase participation by reducing time and travel costs, decreasing the need to supply paper documentation, and accelerating the processing of applications post-submission. At the same time, online processes can also generate cost savings for states. For instance, Florida was able to reduce Medicaid application expenditures through increased use of IT. 8 On the other hand, significant demographic differences in the use of IT related to race, age, education, and income suggest that IT may not be effective among the traditional Medicaid population. [9] [10] [11] According to a recent report by Pew Internet & American Life Project, Internet adoption in the United States was 85% in 2011 among adults aged 18 and older. 12 Additionally, people have generally favorable opinions about health IT, 13 and demographic differences in IT access and use are rapidly decreasing. Although these trends are encouraging, disparities in IT access and use remain significant.
One way in which minorities have reduced this gap is by the enhanced use of smart phones. 12 Recent health informatics research has suggested that mobile phones can provide a practical tool to collect research data, 14 but there is a possibility that users provide less complete answers to free response questions when using smart phones than when using traditional computers. 15 Due to small screen size and navigation issues, it remains challenging for people to use mobile phones to enter data Open Access Scan to access more free content and complete online forms. This suggests that to obtain adequate and equitable uptake by the eligible population, it will be necessary to account for these limitations. The lack of mobile phone-ready enrollment applications and the difficulties associated with using them may explain why some states have not had as much success as Florida in transitioning towards online application processes. 16 Although much has been written about consumer access to care using technology, [17] [18] [19] [20] there is relatively little research on IT-facilitated health insurance enrollment. Beyond just access, the willingness of applicants to use technology to apply for public benefits is also consequential. For example, Heflin et al 21 find that over half of survey respondents in Florida preferred face-to-face interactions with a caseworker rather than an Internet-based application for food assistance, predominantly because of a perception that the electronic application system was not adequately supported with respect to document processing or other customer assistance needs. If applicants rely on caseworkers to complete the application, even if using an electronic format, savings associated with electronic applications will be limited.
OBJECTIVES
Given this mixed evidence on the effectiveness of IT, we focus on a particularly vexing concern facing state and federal policy makers: to what extent do potential enrollees believe that IT can be used to improve the application process for public health insurance programs, and to what extent do they face access barriers to utilizing IT systems? Furthermore, how much and what type of enrollment assistance will these future enrollees need? These issues are particularly critical for state governments because they will play a significant role in implementing the ACA, and hence need to make decisions regarding consumer health IT use. We answer these questions through an analysis of Medicaid and CHIP enrollees in one southern state considering the implementation of a more IT-enabled application process for public insurance coverage.
MATERIALS AND METHODS
The authors were commissioned in the summer of 2012 to examine the perceptions of current Medicaid and CHIP enrollees about their access to and comfort with IT, and their views about utilizing IT to apply for coverage. We employed a concurrent mixed method study approach to include both qualitative and quantitative methods to examine our study questions. 22 We chose this approach because of the short window of time available to collect data and the urgency of need for recommendations based on our study. Qualitative methods-focus groupswere used to gain a deeper understanding of the challenges and concerns of current participants regarding the use of IT in the application process. Quantitative methods-questionnaire surveys -were used to quantify beneficiary access and willingness to adopt IT-enabled processes. We followed the fixed mixed methods design, that is, we prospectively decided to use both qualitative and quantitative methods in order to obtain comprehensive insights. 22 We had multiple reasons for conducting a mixed method study: we were interested in triangulation; we aspired to present a more comprehensive account of consumer perceptions; we intended to present the process aspects of an online application; and we intended to enhance the credibility of our results. 23 Both quantitative and qualitative methods played important roles in the study. The qualitative and quantitative strands of the study were integrated during the interpretation phase, after the two sets of data were analyzed.
There are significant differences in eligibility requirements and the application processes themselves across Medicaid and CHIP, as shown in table 1. These differences, along with demographic differences between the cohorts, likely influence enrollee perceptions of the current processes and their willingness and ability to adopt IT enabled processes. We considered these differences carefully while conducting qualitative and quantitative analyses for those with Medicaid and CHIP experience. We include families with children because such families represent the largest number of Medicaid enrollees and those most burdened by the current processes. We exclude the aged, blind, and disabled Medicaid participants and those whose eligibility is tied to pregnancy because these individuals typically have different enrollment processes. For the survey, we stratified the sample to ensure statistical significance by program and for three distinct geographic regions in the State: A major metropolitan statistical area (MSA), mid to small metropolitan statistical areas (combined), and rural areas. Geographic diversity was sought because the research team had found attitudes and experiences with public programs to vary in previous mixed methods studies.
Participants for both studies were recruited using a list of phone numbers provided to the researchers by the state. These contact phone numbers come from the application data to the respective programs (Medicaid and CHIP). Many families have one or more participants in both programs simultaneously and, because of income instability, there is significant movement of children between programs. Therefore, the contact numbers at the level of the enrollee were de-duplicated and, where found in both programs were assigned to the CHIP stratum. The numbers included both cell-and land-lines, and were selected at random after stratification by program and geographic location. Focus groups were conducted separately for Medicaid and CHIP enrollees and locations were intentionally selected for Eligibility for children above the Medicaid family income limit up to 235% of FPL.
Medicaid eligibility is contracted to the State's Division of Family and Children Services (DFCS).
CHIP enrollment is contracted to a third party administrator.
Applicants enroll in Medicaid by completing an application at their county DFCS office, via mail, through an outreach worker, or by phone.
Applicants enroll in CHIP online, or by phone, fax, or mail. No in-person options exist for enrollment in CHIP. Children who are ineligible for Medicaid because their family income is too high are referred to CHIP and required to complete a new CHIP application.
Automatic screening and direct referrals for Medicaid eligibility when income is too low. This includes transfer of the documentation supplied by the family, to a Medicaid outreach worker who either processes the Medicaid application or follows up with the family for additional information.
geographic diversity. Once focus group sites were determined, phone numbers were provided for program participants living within certain zip codes in the state. Recruiters still screened family members to ensure that someone in the household had coverage through Medicaid or CHIP. If no family member reported coverage, they were excluded from the study. Recruiters also asked how long the family member had been enrolled to make sure that each focus group had participants with different lengths of program experience.
Focus group participants signed a written informed consent prior to their participation in the 2 h sessions. Participants in the survey provided oral consent after being informed about the purpose and length (20 min) of the survey. The institutional review board at the researchers' home institution approved the survey and interview guide, sample selection criteria, and informed consent processes.
Focus group methods
We conducted six Medicaid focus groups (56 participants) and two CHIP focus groups (17 participants). We aimed for theme saturation and studies were discontinued once our goal was achieved. Saturation was achieved sooner among CHIP participants as the application process is uniform across the State. In contrast, the Medicaid application process can be perceived to vary in its implementation by county depending on local staffing levels and applicant volume as the process often includes face-to-face interactions with caseworkers. Additionally, Medicaid applicants may also submit their applications by mail or fax. Thus, we needed more Medicaid focus groups to reach theme saturation.
The research team prepared an interview guide after reviewing prior literature and considering the goals of the study. The team deemed it necessary to explore participants' attitudes and experiences with current eligibility and enrollment processes, level of knowledge and use of technology, and potential suggestions for changes to the current eligibility processes. The lead qualitative researcher drafted questions for each section of the interview guide and received edits and feedback from the research team and the Medicaid/CHIP Eligibility Director. All focus groups were conducted by experienced facilitators.
The discussions were audio recorded and transcribed verbatim by experienced professionals. The lead researcher carefully read the transcripts and used a generalized inductive approach to identify emergent themes expressed by participants. The lead researcher shared a preliminary coding scheme with two additional researchers, who reviewed it and independently coded the transcripts. Subsequently, the team met to discuss and resolve minor differences in the classification of comments into those themes and the labels with which they were identified. The preliminary themes did not change significantly and a consensus was reached regarding the key emergent themes in the focus groups. The process used in this study is consistent with the ones used in the medical informatics literature. [24] [25] [26] [27] 
Survey methods
We developed a preliminary survey questionnaire after reviewing the prior literature in health informatics and information systems, and discussing the application processes with state policy makers. The survey underwent several rounds of modifications and improvement. We then consulted researchers with domain expertise in Medicaid and CHIP enrollment, who suggested that we ensure that survey questions would not place undue burdens on respondents. We further refined our survey instrument based on these discussions. These steps ensured face and content validity of the survey. The modified questionnaire was pilot-tested among recent Medicaid and CHIP recipients and improved iteratively four times, before being used in the actual survey. Medicaid and CHIP recipients answered up to 44 and 45 questions, respectively. The average duration was 20 min. The survey instrument is reported in the online appendix, a web only file.
We surveyed those responsible for enrolling family members in the State's Medicaid and CHIP programs via telephone about their access to the Internet, their use of IT to facilitate enrollment, and their preferences for a face-to-face encounter with an application assister versus completing the entire application process online. In total 4300 beneficiary phone numbers (split evenly between Medicaid and CHIP) were randomly selected and a total of 2013 families (with valid telephone numbers) completed the survey, representing an overall response rate of 47%. Multiple attempts were made to reach households which could not be reached in the first attempt. There was no significant difference in response rates by region or program (CHIP vs Medicaid). Phone numbers are associated with cases (family units), and sometimes a single phone number is associated with multiple cases, given that multiple families or sub-family units may live in a single household. Moreover, some families have enrollees in more than one program. In order to protect the identity of individuals and provide those surveyed with confidence that their information would be kept confidential, names associated with a particular phone number were not identified. Instead, the respondent provided information about the most recent enrollment/renewal process experience. Therefore, a small number of respondents answered questions about the program that was different from their pre-survey stratification cell. More of these individuals responded to questions relating to their prior CHIP experience although they were originally included in the Medicaid sample. Therefore, the number of CHIP respondents overall is slightly higher than the number of Medicaid respondents.
The survey was weighted to be reflective of the total number of unique telephone numbers (584 918) associated with Medicaid or CHIP enrollees at the start of the summer of 2012. This weighting takes into account the likelihood that a family was surveyed based on its original survey stratum, and uses poststratification weighting adjustments based on the program identified by the respondent and the race and geographical location of the respondent. Data presented here utilize survey weights and statistical analyses of differences by population group, and are adjusted for the stratified sample design underlying the survey. The descriptive statistical analysis of the survey is straightforward and any comparisons of responses by groups (eg, CHIP vs Medicaid) uses standard χ 2 tests.
RESULTS
We provide qualitative and quantitative evidence that most, but not all, applicants are ready and able to utilize an IT-based application process. The focus group results identify the greatest frustrations participants have about the current processes and underscore the potential for IT-based processes to minimize those frustrations. Focus groups provide valuable qualitative and anecdotal evidence that set the context for understanding survey results. Accordingly, we first provide a synopsis of the focus group findings and then discuss survey results.
Focus group results
Our analysis of the qualitative data obtained from focus groups revealed three prominent themes. First, although participants concurred that documentation was necessary to qualify for benefits, many were concerned about the onerous and repetitive documentation requirements. Participants expressed frustrations about resubmitting documents when the information content, such as birth certificates and social security numbers, does not change over time. One Medicaid participant noted, "The birth certificates are $25 a piece (for my two children). Now $50 for some people may not be much, but for our family, it is. They won't accept a copy. You have to have a certified birth certificate." A CHIP participant mentioned, "That's my child's birth certificate. I just feel like that is important and should not be mailed to anybody." Another Medicaid participant commented about the strict formatting requirements of the documents, "It is just hard to get them what they want in the form that they want it… They didn't like the format my pay stubs were in… You know it is kind of embarrassing to go to your job and ask for those sorts of things."
The lack of an electronic process for submitting Medicaid applications and the required documentation leads to a substantial volume of paperwork being submitted to different locations at different times for the same application. The volume of paperwork combined with the number of people involved in application processing leads to a 'black hole' of lost documentation, which causes concerns of identity theft and lost health benefits. One participant mentioned, "They will suspend your Medicaid because they were wrong. You have done everything you are supposed to do, and they delay doing what they are supposed to do and lose your paperwork. Then you and your family suffer." Because applicants and beneficiaries have experienced lost paperwork, they are inclined to submit the paperwork in-person in order to receive a receipt. This is aptly captured by this participant, "The person that takes your paperwork does not always turn it in. My son got cancelled… so when I had to redo my stuff this past month…I made them stamp my stuff to make sure that it was going back there."
Difficulties accessing relevant workers for assistance constitute the second major theme from our analysis. When participants visited local offices to submit applications or get clarifications on Medicaid questions, they often became frustrated over the inaccessibility of staff. Respondents also complained about long wait times once in the office, difficulty in getting questions answered, and the inability to reach staff on the phone. One participant noted, "You go there as soon as they are open, and there are so many people in there that you may not get out until lunchtime. If they are not finished with you by lunch, you just sit there until they come back. Then, you have totally wasted a whole day." Participants made some concessions for workers. They realized that due to budget cuts, there are now fewer caseworkers, who are overloaded, stressed, and responsible for a large number of public welfare programs, including food stamps. Furthermore, although Medicaid enrollees recognize the potential value in using IT in the application process, they also believe that some may still need access to, and benefit from, interaction with a caseworker. CHIP participants did not seem enthusiastic about personal interactions with caseworkers, describing such steps as 'too time consuming', 'going backwards', and 'not needed'. A participant suggested, "The same things I can say over the phone, I can type into the computer."
Finally, a third theme arose with respect to IT use to apply for coverage. When given an option to complete the benefits application online, most participants suggested that they would rather complete the process electronically than use the traditional paper-based method. The CHIP focus groups suggested that the online process works smoothly and beneficiaries do not want it to change. Even though the online method was preferred by a vast majority, these participants cautioned that such a system could only be successful if accommodations were made for those who have neither the skills nor equipment to complete the process on their own. They do not feel that access to computers in such places as libraries and community centers would be sufficient because these facilities do not have staff to demonstrate the use of the computer or answer questions about the online application. Table 2 provides demographic comparisons for Medicaid and CHIP respondents. Medicaid respondents are generally younger, less likely to be employed, and more likely to be nonwhite and female. In addition, Medicaid respondents are less likely to have graduated from college and more likely to live in an urban location. Table 3 reports survey results regarding Internet access. Most respondents have access to the Internet, but Medicaid respondents are more likely than CHIP respondents to have no access or access that is limited to reliance on a work computer, a computer in a library, a computer in the home of a friend or family member, or some other location (32% vs 27%, difference not significant). Despite beliefs to the contrary among many policy makers and researchers, a majority of people benefitting from the two programs have access to the Internet. The majority across both groups have access through a home computer (65%), with a small but significant group having access through a mobile device (6%). Additional analysis of Internet access, shown in table 3, suggests that enrollees with more education, who are white, who are working, or who are living in urban areas are more likely to have private access to the Internet. Table 4 provides survey responses by program enrollment (correlated with income group) for questions regarding the respondents' most recent application experience and IT skills and preferences. We note that the majority, in both the Medicaid and CHIP programs, are satisfied with the current enrollment processes, with CHIP enrollees slightly more satisfied. Only a small minority of survey respondents enrolled in either program answered in a manner that suggests that the application is difficult to complete (6% for Medicaid and 3% for CHIP). This result is somewhat inconsistent with the findings noted in theme one from the focus groups and points to the value of a mixed method study. It is likely that those who have strong feelings about the experience of enrolling in Medicaid participate more readily in a focus group and voice their opinions strongly in the session.
Survey results
While greater than 80% of respondents felt comfortable with computers, only slightly more than half the respondents felt comfortable using computers to send scanned or photographed documents. Just over half the respondents (53% of Medicaid and 59% of CHIP) agreed that online help is as useful as talking to a knowledgeable person.
Medicaid respondents were asked to think about selected steps in the application process and indicate their preference for use of the Internet rather than face-to-face interaction on a scale of 1 to 5, with 5 meaning a complete preference. CHIP respondents were given the inverse questions and asked to indicate their preference for face-to-face interactions, with 5 meaning complete preference. Table 5 reports the percentage of respondents in Medicaid with a 'weak' preference for IT, meaning they evaluated their preference for IT as a 1 or a 2, and CHIP respondents with a strong preference for face-to-face, meaning they evaluated their preference for face-to-face a 4 or 5. Despite their different prior experiences, the share reporting a weak preference for IT-enabled or a strong preference for face-to-face processes is not much different between CHIP and Medicaid respondents across these potential steps in the process. A majority of respondents in both groups would prefer to use the Internet to complete their application, consistent with the third theme from the focus groups. Across both groups the weakest preference for IT enabled processes was reported for income and identity verification. While we do not report differences in IT preferences across demographic groups, we observed that across most responses, rural residents were significantly less likely to prefer Internet over face-to-face interactions (see figure 1 ).
DISCUSSION
Online, rather than face-to-face, interactions are increasingly becoming the dominant medium of communication between the government and its citizens. 9 The vast majority of Medicaid and CHIP participants in our study state have access to the Internet, with the largest proportion enjoying this access at home. This is consistent with a recent national survey of Internet use which included respondents of all ages and demographic groups. 12 Our survey results are also consistent with their finding that increased access is associated with higher income and education levels and lower levels of access with rural residents and the unemployed.
The CHIP program in the state surveyed has always had an online application and as of 2012, approximately 30% of applications are taken electronically, 60% are through electronic referrals from other public benefit programs, and less than 6-7% are submitted on paper. The difference in the percentage of applicants with access to the Internet and our survey results suggests that additional factors play a role in an applicant's decision to use the Internet in the application process. Thus, while Internet access is necessary for Medicaid applicants to use online systems, if the state's CHIP program is any indication, it is not sufficient; applicants may not completely prefer this mode of application for two reasons.
First, although the manual document submission process for Medicaid can be cumbersome, the alternative presents its own set of challenges. For instance, our results indicated that while greater than 80% of respondents feel comfortable working with computers, a much lower percentage-53-66% depending on the program-feel comfortable sending scanned or photographed paperwork electronically. Additionally, applicants' access to the necessary hardware and software, their skill at uploading scanned documents, and their willingness to use such technology may differ significantly. An effective remedy to this problem could be increased use of electronic income and citizenship verification by states through state vital records databases and the federal data hubs that support ACA marketplace enrollment. The state considered in this paper uses its vital records to verify citizenship for Medicaid and CHIP applicants, but manual intervention is still necessary when there is a discrepancy or to verify citizenship of those who have moved across state lines.
Second, applicants may perceive a need to talk with eligibility workers or other enrollment assistors to understand the requirements and intricacies of various programs. About 20% of our survey respondents reported contacting the programs for application assistance. However, both the focus group results (theme 2) and the survey (table 4) suggest some level of dissatisfaction with those interactions. A potential solution to the above issues is to leverage the technology to provide help to applicants. Recent advances in IT, such as online chats, videos, audios, and text, enable easy access to program and eligibility information, while also providing the necessary interactivity that some users may require. Industries such as online travel, insurance, and retail use such communication channels extensively and also offer tracking systems to ensure customers that their applications or orders are being processed. According to our survey results (table 4), about 53% of the Medicaid respondents and 59% of CHIP respondents agree that online help is as useful as talking to someone knowledgeable in-person. Though online help and call centers can provide some relief to overburdened Figure 1 Respondents' preferences for Internet versus face-to-face interaction by region. caseworkers, our results are also consistent with Heflin et al, 21 who find that more than half of survey respondents still prefer face-to-face interactions with a caseworker rather than an Internet-based application for food assistance. Despite longstanding options for online enrollment in CHIP, about one third report a preference for face-to-face options for enrollment. Guidance provided by the United States Department of Health and Human Services also underscore that caseworkers may be necessary to support complex cases and specific applicant needs. 28 When asked about their preferences, a third indicated a weak preference for using IT in the entire application process or a strong preference for face-to-face interaction. This theme was reiterated in the focus groups. One Medicaid focus group participant said: "I just go and get the paper and fill it out. That way I know it gets submitted." Figure 1 suggests that rural applicants, who would potentially benefit the most in terms of saving on travel time and expenses through the use of an online application, had lower preferences for IT enabled application processes than those in a metropolitan area. Hence from a policy perspective, it is prudent to offer help via both online and offline channels. This may be particularly important for potential enrollees who have routine questions about the program or who have technical issues while completing the application. This may also serve to address overburdened staff members who have difficulty meeting current demand for assistance.
The success of the ACA will, in part, be based on take up of plans through the state and federal exchanges and, in states where applicable, through expanded Medicaid eligibility. Our findings suggest a small but significant group of potentially eligible consumers will be unable to access plans sold only online because of limited or no ability to access the web. It is important to consider the prevalence of mobile devices for some as the primary access point for the Internet. The design of such websites should consider the potential limitations in providing text responses and be designed to accommodate these users. As an example, Washington DC's health insurance exchange has developed DC Health Link App 1.0, which allows users to find an insurance broker or an assister. The 2.0 release of the app will allow consumers to shop and enroll. 29 Our findings speak more generally to the importance of having well-trained navigators assist consumers in the online insurance exchanges and well-trained enrollment assisters who continue to support public insurance applicants. In particular, we find that respondents most likely to experience issues with an Internet-based application are those with a high school degree or less, those who are African American, rural residents, and those not currently working. This group of recipients would make an apt target for navigators and enrollment assisters who will need to find ways to make IT-enabled processes accessible to those most at risk for not enrolling in coverage for which they are eligible.
Researchers and policy makers should be cautious while generalizing our results to a broader population, as only families that enrolled in coverage were included in our survey and focus groups; their preferences may not be similar to those who have been denied or not enrolled in a public insurance program. Second, this study reports the demographic characteristics of the survey respondent, who may not be the actual enrollee of the program. This was done to protect the identities of the recipients, but leaves open the possibility of biased or inaccurate responses. Finally, 47% of contacted households completed the survey, which may raise concerns of non-response bias. Considering our surveys were uncompensated and long, a 47% completion rate represents a satisfactory response rate, especially because respondents were chosen randomly and do not differ significantly from the broader Medicaid and CHIP population in the state. This completion rate also compares favorably with a recent analysis by the Pew Research Center, which found that telephone survey response rates in 2012 fell to 9% from 25% in 2003. 30 Future research may consider incentivizing Medicaid and CHIP survey respondents.
CONCLUSION
This paper contributes to both technology-enabled healthcare access and empowerment literature and health policy literature by evaluating efficiency and adaptation issues in the context of potential IT-related changes in the Medicaid and CHIP application processes. Some policy makers and advocates have expressed reservations about moving away from a paper-based, in-person application system towards an online application system for Medicaid coverage. There is concern about access barriers to technology as well as a potential disparity in IT familiarity among the Medicaid population. In contrast, proponents of increased IT use emphasize that an online application system can potentially expand access to those who face transportation challenges or may have difficulty taking leave from work to visit a state office during regular business hours. In addition, such an online system offers the possibility of cost savings through increases in efficiency.
While our results provide support for increasing the role of IT in the Medicaid application process, we also found that a significant percentage of respondents place value on paper-based applications and the assistance they receive through face-to-face interactions with caseworkers. Thus, although the use of IT-enabled processes is essential for effectively managing eligibility and enrollment for public programs and private plans offered through state and federal exchanges, policy makers should be cognizant of the technological readiness of recipients and strive to provide offline help to those who may need it to ensure broad participation in the insurance market.
